We report a case of abdominal pain in a woman from the Indian subcontinent who came to Britain more than 30 years ago. Diagnosis of her psychotic disorder may have been delayed by a failure to take account of her cultural background.
CASE HISTORY
The patient, then in her late 50s was admitted to a general hospital in 1990 for investigation of bleeding per rectum and anaemia. Investigations included barium enema, proctoscopy and colonoscopy. Haemorrhoids were the only positive finding and she eventually underwent diagnostic laparotomy, which was entirely normal. A haemorrhoidectomy was performed.
Over the next 5 years she had abdominal pain, poor appetite and constipation which persisted despite use of various laxative preparations. In 1994, gallstones were demonstrated but cholecystectomy had no effect on her symptoms. In 1995 she was readmitted complaining of severe abdominal pain, and investigations at this stage included colonoscopy, barium studies, gastroscopy, abdominal ultrasound, intravenous urography and abdominal computed tomography. All were normal. A psychiatrist diagnosed depression and antidepressants were prescribed; her compliance was poor and she was subsequently lost to psychiatric follow-up. Family concern led to her referral six months later to St Mark's Hospital for further management. On admission she was grossly emaciated and anaemic (haemoglobin 10g/dL with microcytic indices), frail, bedbound, anxious and tearful. There were no signs specific to a gastrointestinal cause and psychiatric review was sought. She admitted to feeling depressed, and started by talking about her physical condition. With time, the full extent of her abnormal beliefs slowly emerged. She complained of not having defaecated for 2 months, with no urination for a fortnight. She claimed that her stomach had shrunk to the extent that she could take nothing in, that her swallowing was also impaired, and that only water or food as small as a peanut could pass through her lips.
On further questioning, she accused her husband and family of wanting to desert her (though according to all witnesses her family were extremely supportive and visited daily) and believed that the nurses and other patients were stealing from her bedside table. She was diagnosed as having a psychotic depression with somatic features, and after transfer to inpatient psychiatric care her mental state and weight improved dramatically on a combination of an antidepressant (paroxetine 20 mg daily) and a major tranquillizer (thioridazine 150 mg daily).
COMMENT
The diagnosis of psychotic depression with somatic features needs to be distinguished from somatoform disorders where the abnormal belief is not delusional in intensity, examples being hypochondriasis and somatization disorderl2. In this patient the delusions, embracing not only body function but also the behaviour of her family, were congruent with a depressed mood and affect.
The presence of somatic delusions in affective disorder and schizophrenia has been systematically described by
McGilchrist and Cutting3. They found that, in depression, the delusions were characterized by malfunction of body part, together with sensations of blockage and pressure, whereas in schizophrenic patients they were more bizarre, e.g. 'an arm sticking out of my chest'. A second distinguishing feature, again pertinent to the case described here, relates to 'disjunctiveness' or 'smoothness': all of the depressed patients had delusions relating to continuous distortion of a kind that could be accounted for by stretching or shrinkage, whereas the schizophrenic delusions required 'complete restructuring of parts of the body'.
A feature in our patient which possibly hindered diagnosis was her cultural background. In many nonWestern cultures, psychiatric disorders typically present not with psychological symptoms but with somatic complaints4 5. According to Mumford et al. 4 , 'Enquiring about psychological symptoms in non-Western patients who present initially with somatic symptoms is worthwhile, in their own language and respecting local cultural idioms of distress'. Mutual incomprehension, even when the patient and doctor speak the same language, can be a major obstacle.
In all patients presenting with somatic complaints, the possibility of a psychiatric disorder should be borne in mind. The psychiatric condition in such cases is usually anxiety, depression or one of the non-psychotic somatoform disorders. These require treatment not only in their own right but also to prevent unnecessary investigation and procedures and to help the patient 'reframe' the condition in psychological terms6. Occasionally Many patients with cystic fibrosis tolerate pregnancy well and give birth to healthy childrenl2. However a forced expiratory volume in one second expressed as percentage predicted (%FEV1) under 60% is predictive of poor outcomel. We describe a successful pregnancy in a patient with a prepregnancy FEV1 of 23%.
CASE HISTORY
Cystic fibrosis had been diagnosed neonatally by genetic screening; the patient had an affected sibling. From her mid teens she experienced recurrent chest infections necessitating frequent admissions. She had pancreatic insufficiency but was not diabetic. Despite being strongly advised of the risks of pregnancy she conceived at the age of 21 years. She declined prenatal genetic testing. Before conceiving she weighed 43 kg (body mass index 17.6) and her %FEV, was 23% (FEVI/FVC 770/1200mL) with PaO2 8.74kPa, PaCO2 5.79kPa and pH 7.42 breathing air.
She was admitted at 12 weeks' gestation with an infective respiratory exacerbation. Long and repeated courses of conventional antipseudomonal antibiotics and oral corticosteroids (10-40mg prednisolone daily) were required throughout pregnancy.
At 21 weeks' gestation she developed a spontaneous tension pneumothorax. On 28% inspired oxygen (FiO2 28%) PaO2 fell from 9.93 kPa beforehand to 4.85 kPa, and PaCO2 rose from 5.53 kPa to 8.06 kPa. An intercostal drain was inserted. The lung reinflated within three days without evidence of a significant air leak. However, she remained in respiratory failure (PaO2 6.11 kPa, PaCO2 8.33 kPa with FiO2 28%); therefore, nasal intermittent positive pressure ventilation (NIPPV) was started (BiPAP, Respironics Inc.), being used mainly at night. A low inspiratory pressure (12 cm water) was used to lessen the risk of worsening the pneumothorax. Her blood gases improved dramatically after one hour on BiPAP with entrained oxygen at 1 L/min (PaO2 8.32 kPa, PaCO2 6.27 kPa) and continued to improve over the next 2 days (to PaO2 10.97 kPa and PaCO2 6.86 kPa). However, the pneumothorax recurred despite suction of -30 cm water applied to the chest drain. NIPPV was stopped without clinical deterioration or worsening of blood gases. The pneumothorax resolved after insertion of a second drain, which was removed at 25 weeks' gestation without complication.
Another infective exacerbation occurred at 28 weeks. Although blood gases remained stable (PaO2 12.32 kPa, PaCO2 7.04 with FiO2 28%), she was very breathless and NIPPV was started again.
At 31 weeks' gestation a boy weighing 1.5 kg was delivered by elective caesarean section under epidural anaesthesia. BiPAP was used by the patient throughout, and was given before and after delivery. After a long stay on the neonatal unit the baby is now thriving. He does not have cystic fibrosis.
Post partum the mother developed severe electrolyte imbalance thought to be due to gentamicin-induced renal changes. Aminoglycosides were stopped and she improved clinically and biochemically with intravenous electrolyte replacement. She also had an episode of candidaemia necessitating temporary removal of all intravenous lines and a course of oral fluconazole.
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